Case management implementation processes are one of the best examples on how an evidence-based practice can influence health services organisation. This practice helped shaping mental health teams, increasing their multidisciplinarity and interdisciplinary work in the last decades. Examples from several countries show how effectiveness research blends into health policy development to meet different needs in each health system, thus influencing case management inception and improvement of care. Portugal followed its own path in case management implementation, determined mostly by mental health services organisation and closely linked with the capacity to implement a national mental health policy in the last years.
Introduction
Mental disorders are a significant cause of lost years of healthy life and account for 3 of the 10 major causes of burden in low-and middle-income countries, and for 4 of the 10 leading causes of burden in high-income countries. Depression is the second leading cause of years lost due to disability and it will be the leading cause in 2020, while suicides are the largest source of intentional injury in developed countries [1] . Well-known burden, impact [2] , and costs [3] make mental health a public health priority around the world.
Although severe mental disorders like schizophrenia have a relatively low prevalence, they have a tremendous impact for patients, families, carers, as well as for the society as a whole. In the last years, several commitments have been formed between leading health organisations and countries [4] , and official key plans have been published in order to help countries with a roadmap to lead change in the mental healthcare systems [5] . Today, all major international mental health guidelines advocate for a public health approach to mental health, with the support from a broad set of organisations and with concerns ranging from the existent treatment gap to the economic impact [6] . This public mental health perspective is an added value for millions of people around the world, fostering a continuous improvement of mental health services. The evolution of the social perception of mental illnesses has had a great influence on the organisation of mental health services. The emergence and development of the Case Management Model [7] is certainly one of the best examples of that, allowing us to express the several stages and metamorphoses of this model in the trends of mental healthcare delivery of the last 4 decades.
In the beginning of the 1970s, a team of US researchers, comprised of Marx, Stein, and Test, sought to establish a care standard for people with severe mental illnesses that would provide such people with more autonomy, a better quality of life, as well as a lower relapse risk [7, 8] . Their perspective would eventually change the way we view the prognosis of illnesses such as schizophrenia or bipolar disorder, overcoming decades of pessimistic and deterministic perspectives on the "fate" of patients. This paradigm has deeply changed the organisation of mental health services, namely the diversification of the type of care provided, the creation of multidisciplinary teams, and the increase in interdisciplinary functioning. Another clear sign of this change and its intersection with the development of "case management" is how several professional groups increasingly integrated this practice into their own work, thus contributing to its progressive enrichment (Fig. 1) .
Case management is defined as a specialised care package to meet the needs of patients with more severe psychiatric impairments, usually defined by either a diagnosis of severe and chronic psychosis or a pattern of high service use [9] . It is an intervention characterised by the collaboration between patients and professionals to get the best treatment available, reduce susceptibility to relapses, and cope more effectively with symptoms, within the perspective of recovery. Case management is also a mental health treatment model that provides services in 4 broad areas, including several components in each area: (1) initial phase (engagement, psychological assessment, recovery planning); (2) environmental interventions (linkage with community resources, consultation with families and other caregivers, maintenance and expansion of social networks, collaboration with other health professionals, advocacy); (3) patient interventions (intermittent individual psychotherapy, training in indepen- dent living skills, patient psychoeducation); and (4) patient-environmental interventions (crisis intervention, mental health monitoring) [10] . The effectiveness of this model has been deeply studied since the earliest stages of its development [7] , including a key meta-analysis over the last 20 years of case management use [11] and specific reviews about specialised perspectives of case management implementation [12] . These developments will be further analysed below.
The growing focus on the rights of people with disabilities, as well as the change in the expectations and possibilities in terms of pharmacotherapy, strengthened the perceived need of increasing access to services and their integration in the community, naturally leading to the conclusion that services and care would have to leave behind their anachronistic and isolated system [13] . Therefore, historically one can say that case management has been a major player in the changing process of mental health policies and services in most Western countries, raising a need to understand its role beyond the concept of evidence-based practice.
In 2006, given the unmet needs identified in the mental health sector throughout the country [14] , the Portuguese Government set a taskforce (the National Commission for the Restructuring of Mental Health Services) responsible for preparing a new mental health plan. The National Mental Health Plan 2007-2016 (NMHP) was approved in January 2008 [15] , following a broadly participated public discussion and involving all major stakeholders related with the mental healthcare sector, from both the public and social sectors, as well as associations of users and families. The National Mental Health Coordination, responsible for the implementation of the newly approved NMHP, defined case management as a priority for mental healthcare delivery and for the organisation of mental health services throughout the country [16] , following the recommendations of the most important international health organisations [4, 5] .
In this first paper (Conceptual Background), we critically review the implementation of case management in countries with different models of healthcare organisation (including Portugal), focusing on the impact of case management on the organisation of mental health services. This is a non-systematic, narrative-type review, with a focus on the countries where the model was born, developed, and more systematically evaluated (USA, UK, and Australia). A second paper by our group will present the methodology and the outcome of the National Case Management Training Programme implementation in the Portuguese mental health services.
Implementing Case Management: Historical Background
In this section, we describe the main models of case management. We do this by considering the group of countries where case management inception has already occurred, looking at their stage of implementation, and reporting the availability of current research results. A sequential approach addressing the historical background, implementation, and impact dimensions of case management complements its structure.
United States of America
In the USA, the inception of case management dates back to the period between the end of the 19th century and the beginning of the 20th century. In this period, charity organisations were almost exclusively the only groups to provide social care within a poorly coordinated and fragmented system. The first systematic approach to challenge this situation was conducted in 1932 through the "Social Security Act" with 2 important consequences: (i) the recognition of the need for a greater intervention of the federal government in care organisations, (ii) the development of programmes which would later be known as integrated care [17] .
Despite the approval of the first "Mental Health Act" in the USA and the consequent creation of the NIMH (National Institute of Mental Health) in 1946, with the support of US President Harry Truman, the coordination of mental healthcare would only see new developments 30 years after the "Social Security Act" with the "Community Mental Health Act" in 1963, which was part of John F. Kennedy's "New Frontier" programme.
Even overlooking the important contributions of this new piece of legislation (such as the development of community mental health services), its approval additionally led to the creation of countless specialised but more isolated social services. As a consequence of these mixed results, in 1971, the federal government made a critical attempt to relaunch the coordination between health and social services [13] with the following objectives: (a) better services coordination, (b) a holistic approach to the individual and the family, (c) the provision of a comprehensive range of local services, and (d) the reallocation of human resources from hospitals to the community [18] . From this point onwards, case management has taken centre stage for 2 main reasons, which were cross-sectional to all levels related to mental health, from the development of policies to care provision. The first of these reasons was closely related to the rapid growth of mental DOI: 10.1159/000477646 health facilities in the community in the 1960s and 1970s. This led to an exponential increase in accessibility but also to the emergence of several services with almost no coordination. The network of services had a dispersed, fragmented organisation, which was frequently doubled and without inter-coordination. As Test witnessed in 1979, regarding the mental system in the USA, it was frequent to use expressions such as "fragmented system," "fall through the cracks," or "get lost in the system." Within this context, case management represented a unique opportunity to create a mechanism that could ensure patient guidance through the myriad of dispersed services [19] . The second reason was the radical shift in the paradigm of care provision, led by the de-institutionalisation process. Before this, most mentally ill people were treated in large psychiatric institutions, which were often overcrowded and inhumane. However, from an inpatient's care perspective, all services were under the same roof, and thus not dispersed. When mentally ill people began to become de-institutionalised, care responsibilities were transferred to several agencies [19] , a state for which there was no map or guide. At the end of the 1970s, given the need to define the structure of mental health services and the rules that could ameliorate the dispersion of services, the NIMH elected case management as a major model of service organisation [13] .
The Case Management Model proposed by Stein and Test in Madison profoundly changed the way in which community mental healthcare was viewed. The PACT (Programme for Assertive Community Treatment) was the first structured case management programme directed at people with severe psychiatric conditions with high levels of service use [7] . Subsequently, the latest ACT (Assertive Community Treatment) nomenclature was drawn from this concept, becoming a case management model applied by multidisciplinary treatment teams throughout most Western countries [9] .
The 1990s were characterised by the emergence of other case management models in the USA, such as the Strengths Model and the Intensive Case Management (ICM) Model. The Strengths Model, which originated in the field of social services, contributed to the development of the recovery concept, since it was based upon premises which contradicted the underestimation of the rehabilitation potential of people with severe mental illnesses and focused on treatment objectives set by the involved people themselves. This approach also recognised that there are resources in the community that must be strengthened, and that people must be provided with follow-up in community environments which focus on individual objectives (strengths) and local resources [20] .
The ICM Model was drawn from an adaptation of the traditional Case Management Model, although typically focused on more severe cases, such as higher relapse risk, using patient-to-therapist ratios 3 times lower than those in the traditional model [21] . Some authors mention similarities between the ICM and the ACT Models, although the work within a multidisciplinary team is not a requirement to develop the former [12, 13, 17, 22] . In 1997, the report of the President's New Freedom Commission for Mental Health [23] requested the transformation of mental health services, driven by the recovery principle. This principle, which is difficult to define, establishes that beyond the need for clinical and rehabilitation improvement, the treatment of people with severe mental illnesses must help them to achieve considerable levels of quality, satisfaction, and participation in their lives.
The concept of recovery, which has only recently begun to be applied to mental health, has been applied to physical health for a long time and quite frequently. In physical health, recovery is not synonymous with the complete absence of symptoms or suffering, or the complete recovery of abilities. In William Anthony's example, "a person with paraplegia can recover even though the spinal cord has not" [24] . The Commission stated that the recovery framework was crucial to achieve a less hierarchical decision-making process, integrating professionals, patients, and families. On the other side, the Commission also stressed the need to provide the population with evidence-based interventions, drawing attention to the huge gap between evidence and practice in services, caused by shortcomings in implementation [23] .
In 1997, as a result of the consensus produced by the Robert Wood Johnson Foundation Conference where the NIMH and Patient Outcomes Research Team members and researchers were present [18, 19, 25] , the creation of a programme which integrated evidence-based psychosocial treatment was decided, with the objective of helping people to cope with their symptoms and to prevent relapses. The Illness Management and Recovery (IMR) was developed within this context, between 2000 and 2002, as part of the National Implementing EvidenceBased Practices project [26] . This programme included techniques such as psychoeducation, cognitive-behavioural strategies for drug compliance, relapse prevention planning, social skills training, and the management of refractory psychotic symptoms [10] .
Nowadays, the IMR is the case management benchmark in the USA, having influenced several regions throughout the world [7, 9, 13, 19, 20, [27] [28] [29] [30] . It was also the benchmark for the implementation carried out in Portugal within the context of the NMHP [16] .
United Kingdom
In the UK, case management followed quite a different path. Although it can be traced back to the USA, slightly more than two decades later did this practice start gathering focus on implementation. Within this country, where different cultures with strong expressions of their health systems meet, it is important to mention how case management was interpreted in the UK, and how that shaped mental health practices and services organisation.
The concept of case management officially emerged in the UK when the report of the House of Commons Social Services Committee was published in 1985. This document, which recommended the implementation of keyworkers within the scope of community care, was the basis of the report on the UK's National Health Service (NHS), drafted by Roy Griffiths at the request of Prime Minister Margaret Thatcher and implemented through the action plan White Paper on Community Care -Caring for People in the Community. This action plan was published in 1990 [31] , highlighting the importance of the case management approach:
Where an individual's needs are complex or significant levels of resources are involved, the Government sees considerable merit in nominating a "case manager" to take responsibility for ensuring that individuals' needs are regularly reviewed, resources are managed effectively and that each service user has a single point of contact [32] .
It is precisely in this definition, and in its conceptual redraft only 1 year later, that case management in the UK took a rather different direction from the traditional US clinical model.
This new direction was associated with the definition of the central role of the case manager not as care provider (as in the USA) but as care broker, responsible for assessing people's needs, drafting a care plan, referring people to suitable specialised services, monitoring and assessing these services while revising the individual care plan, and ensuring that contact is maintained [23, 24, [33] [34] [35] . With this change in perspective, which generated a new concept of case management, the British Government clearly recommended a brokerage model, instead of the clinical model launched by the ACT in the USA. It is recognised that, unlike in the USA, in the UK mental health teams had already fully integrated components of assertive treatment and care coordination [21] . Given the UK political context, the focus was on service efficiency and cost containment strategies and, therefore, the Care Programme Approach (CPA) initiative, the official case management precursor in the UK, was designed without a strong clinical profile.
From an implementation point of view, in 1999, the Mental Health National Service Networks document [36] set a separation between the 2 models: the CPA model, using a case management brokerage approach, and the clinical Case Management Model, based on ACT. This change was brought about by the definition and consequent authorisation to deploy 170 assertive teams in the community [12] , with the characteristics of the above-mentioned clinical ACT model [22, 26] . Since then both models have been implemented in the UK, with different results.
Australia
Historically, in Australia, there has been systematic research into alternative community treatment since the beginning of the 1980s [10, 37] , and although both brokerage and clinical case management models are still used, the latter is the predominant one [38] .
From an implementation point of view, this was a consequence of the influence of Test's work in Australia, specifically in one group of researchers from Sydney, that provided the setting for the first complete implementation of the "Training in Community Living" programme within a community mental health team outside the USA [39] . The conclusions of the randomised controlled trial associated with this implementation process were similar to those reached by the US colleagues, namely better clinical performance, lower rates of compulsory admissions, and effective follow-up after 12 months [40] when compared to the usual treatment by the same teams. These results entailed the use of a clinical Case Management Model implemented in mental health teams, just like in North America [41] .
Another important development of case management in Australia was its inclusion, as an essential component, in early intervention in psychosis [42] -a model which benefited from widespread dissemination and worldwide consensus since 2000 [43] , based upon strong biopsychosocial treatment managed by assertive teams trained in clinical case management.
In Australia, through the dissemination of the Case Management Model, it was possible to ensure important measures related to the deinstitutionalisation process, with a positive impact on the number of admissions, on the accommodation outside the hospital, and on the average dosage of medications [44] .
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Other European Countries In Europe, several countries have developed programmes, which use clinical case management as a treatment model for people with severe mental illnesses. Many of these countries present considerable levels of implementation, some with proven evidence such as Sweden [30] and Ireland [45] , and others with ongoing studies such as Denmark [46] and the Netherlands [47] . All of them, except for the Dutch case, which assesses the effectiveness of a Case Management Model specific to the country, derive from the above-mentioned IMR Model [48] . These studies, conducted in similar health systems (tax funded, catchment area model), showed comparable favourable outcomes. However, the assessment of the IMR Model in Europe is far from linear. Based upon the literature available, we believe that the path of effectiveness is difficult to tread, not only because of the differences between the health systems, but also because of the care history and culture in the target countries, and the moment when implementation takes place [27] .
The differences within European countries and between those countries and the USA [33] raised very important questions from an implementation point of view; questions that have often been overlooked by comparative studies [49] . The poor description of the services given to both the experimental and control groups excludes a substantial part of the organisation's influence and service culture from the weighting factors used in the statistical regression models.
Italy is a good example for the complex interactions between practice implementation and local culture and values. One of the issues addressed was, ab initio, whether Italy really needed a Case Management Model in the mid 1990s, considering the radical reform in favour of community psychiatry conducted in the late 1970s [50] . The initial scepticism raised questions regarding the need to implement case management in Italy, compromising the efforts to provide this service approach with sustainability.
In Germany, a country characterised by a healthcare structure widely influenced by the separation of health and social care, the introduction of case management was considered useful [27] . However, a case-control study published in 1992 [51] did not show considerable differences from the use of this model in a context where the levels of resources in outpatient care are already high.
In Sweden, the use of case management showed good results, namely regarding the reduction of hospitalisation and the improvement in quality of life. However, there was a clear recommendation that, in that context, the case manager should use a clinical model; thus, professionals working within community multidisciplinary teams would require specific training [52] .
In summary, it seems that the differences in the case management implementation throughout Western countries might have been due not only to dissimilarities between services, but also to differences in funding and cultural issues. From the prevention of service fragmentation to the need for cost containment, case management has served the progressive attempt to improve care provided to people with severe mental illnesses, while pacing the transformation of mental health services. The way in which these 2 dimensions determine each other generated countless paths, such as the ones mentioned above.
Effectiveness of the Model
One of the main difficulties when addressing the scientific landscape of the Case Management Model is the variety of aspects of its implementation and application, resulting from widespread proliferation and successive cultural adaptations. The latter are clearly influenced by contextual needs and constraints, namely policies, health systems, and professional cultures.
Another aspect concerns the evolution of what is considered case management. Some authors advise that the current review of the model's effectiveness, mainly comparative studies, must take into consideration the transformation of what today is the standard case management. For 30 years, this standard has been refined and is now much closer to what was previously called specialised case management [53] . One of the conclusions which can be drawn from the latest studies [54] , clarifying an increasingly smaller difference between specialised case management and usual treatment, is that, by its more optimistic perspective, the growing evidence regarding the benefit of using this practice led to the progressive integration of its ingredients into the usual treatment provided by mental health teams, and that the differences, namely those raised by review publications, comprise a contribution to the improvement of care provision and an opportunity for future research [55] .
Already in the beginning of the broad development of case management, several authors mentioned, from a clinical point of view, the need to use essential ingredients in the development of effective models as opposed to copying models imported from other countries [22, 31] . Thornicroft this practice into several categories [31] . Conversely, Bond et al. [22] proposed the identification of fundamental ingredients to guarantee effectiveness, which resulted in an improvement of the care derived from the most assertive case management model (ACT), with dozens of studies proving its effectiveness. This effectiveness would be felt in the decrease in hospitalisation days, increase in accommodation stability, and improvement in symptoms and quality of life, with special success in patient's involvement in the treatment. However, these ingredients have demanding requirements in terms of service operation, including multidisciplinary teams, service integration, low patient-to-therapist ratio, contact location in the community, focus on everyday problems, rapid access with an assertive spirit, individualised services, and absence of time limit for follow-up [22] . This practice showed benefits for people with severe mental illnesses [7, 39] in the above-mentioned areas since its implementation.
In this context, it is relevant to highlight 2 important reviews. Kim Mueser et al. [9] reviewed 75 studies related to case management implementation using several methodological designs (pre-post, quasi-experimental, and randomised controlled). The model showed effectiveness in the following dimensions: accommodation stability, hospitalisation time, symptom severity, and substance abuse. Additionally, a result analysis was proposed for more subjective aspects such as social integration and quality of life [9] . The review [9] showed consistent results in the decrease in hospitalisation time and in naturally associated aspects such as accommodation stability and autonomy, found in 75% of the controlled studies. Other important findings included an improvement in symptoms, with a significant decrease in severity in 50% of the studies included in the review. The results related to compliance with medication were inconclusive, probably due to the reduced number of studies at the time. There was no consistent benefit for social integration and vocational success. Regarding the above-mentioned subjective aspects, case management had a moderate effect on the increase in both quality of life and level of service satisfaction of patients and their relatives [9] .
In a meta-analysis of 20 years of case management practice, which included 44 controlled trials, Ziguras and Stuart [11] presented results similar to those of the 1998 review, showing that this model had clear advantages in comparison with the usual treatment. Additional results revealed a decrease in family burden and cost of care. It was also possible to show an improvement in social functioning and a decrease in the rates of treatment abandonment. The results of this study were equally important to clarify one of the conclusions of the review made for Cochrane Collaboration by Marshall and Lockwood [56] , regarding the apparently negative fact that case management increased hospital admissions. Despite the confirmation of this result through the meta-analysis, it was shown that hospitalisation was shorter; thus, the total number of hospitalisation days was lower. The 2 Cochrane reviews [56, 57] , meanwhile removed from the database, and the results of 2 large studies on case management in England (UK700 and PRiSM), confirmed the divergence between the clinical model and the brokerage model, and the relative permissiveness in the association of the two, namely regarding effectiveness [49, 58] . The first [59] compared ICM with usual treatment, and the second [60] compared 2 models of mental health services organisation. In the absence of a randomised controlled trial which studied the ACT clinical Case Management Model, the previous conclusions determined the association of clinical case management with CPA, and the different path followed by the UK in the use of this model, as previously described.
The different ways case management has been implemented throughout the Western countries, leading sometimes to contradictory results, highlight the need to develop adequate methods of assessment.
Case Management in Portugal -First Steps
The implementation of case management in Portugal might be chronologically divided into 2 phases: the first phase is directly related to a non-systematic development of the model in some Lisbon mental health services; the second, initiated in 2008, is related to the governmental decision of implementing case management in all public mental health services following a structured program, under the auspices of the NMHP.
Theoretically, the Portuguese mental health system meets all of the requirements needed to implement a Case Management Model in the public psychiatric services, given that: (i) there is a national health service funded by taxes, with national coverage, regional management, and primary and secondary healthcare networks organised in local services; and (ii) there are also mental health teams in general hospitals, which, in the beginning of 2000, started to implement pilot programmes using some components of case management models.
The most systematic approach to case management in Portugal began with a group of professionals interested in the Early Intervention in Psychosis programmes [61] , namely through the International Early Psychosis Association (IEPA) [62] . This meeting brought together a group of Portuguese professionals from several mental health services who joined efforts to create the Espiral -Psychosis Study Group, representing the will to implement an early intervention in psychosis approach with a case management model, aiming:
• to train case managers, • to promote the spread of this model in Portugal, • and to participate in research conducted by EPPIC (randomised controlled trials). [11, 22, 38, 63] . Under this model, the case manager is a full member of the multidisciplinary clinical team, responsible for the implementation of an individual care plan [63] .
To start the programme in Portugal, 2 therapists were trained at EPPIC in Melbourne, who afterwards participated in the joint training of a group of professionals from several hospitals in the region of Lisbon, along with the participation of staff members from the Australian research centre. This group of professionals would later participate in a randomised controlled trial (Euphrosia), promoting the use of this model at several scientific meetings and presenting the first results in 2008 [64] . In 2008, several hospitals in the Lisbon area had already implemented case management in their practices (Miguel Bombarda, Fernando da Fonseca, São Francisco Xavier, and Santa Maria). In the Hospital de Santa Maria, the professionals, who would kick off the development of rehabilitation units, were trained as case managers promoted by the National Coordination for Mental Health and were involved in the subsequent training for trainers in 2009 and 2010.
Case management has been included as a goal of the NMHP [16] . The development of this model is connected to 2 important moments, which legitimate its use. The first moment was the National Meeting on Community Mental Health Teams promoted by the Portuguese Ministry of Health in 2009, where the discussion involving the representatives of public and private services led to the publication of a consensus document on: (1) setting up community mental health teams, (2) individual and shared skills of each professional area, and (3) the definition of a case manager's role, according with the following recommendations [65]:
The Case Manager (CM) must (a) Be the interface between community mental health teams, the patient and family/friends.
(b) Centralise information (always compiled in a single clinical file).
(c) Design, along with patients and, whenever possible, the family, a care plan, which is presented in team meetings.
(d) Monitor the patients' care path and evolution over time.
(e) Identify, at each moment, problems and needs.
(f) Refer patients, in team meetings, to professionals whose specific skills better suit an intervention which meets the problems and/or needs identified. (g) Any of the Team's professionals may be the CM. To perform CM duties, it is indispensable to have prior training and skills, which allow the professional to recognise the most important psychopathologies in terms of severe mental illnesses.
The second moment was the preparation of the Case Manager's National Training Programme, as part of the NMHP. The results of the implementation effectiveness of this programme are to be presented in another paper.
Discussion
Case management is a model developed and implemented mostly in English-speaking countries, which led to structural changes in mental health services, with a significant positive impact on people with severe mental illnesses and their families. During the last decades, this model developed along different paths (in different countries), regarding both conceptual and evaluative dimensions. Recent assessment issues on previously ignored areas, such as patient's perceptions about the illness, employment, and contact with families, have had a strong impact on the transformation of the original model. These changes turned what was known as standard care into standard case management, and what was known as standard case management into ACT. Moreover, it displaced the scientific challenge from treatment effectiveness to implementation effectiveness, as shown in the examples below. − In Australia, the "facsimile" implementation of the American model, brought about by one of the original researchers (Test), led to similar implementation and clinical results. − In the UK, the two-stage implementation process (brokerage followed by a clinical model), generated 2 completely different components of care that converged progressively through the years and today work coordinated. − In the USA, after a long history of success in the use of the clinical model, new challenges required a different approach. In order to overcome these, the IMR Model attempted to address not only clinical effectiveness, but also the problems regarding implementation. Given these reasons, it was developed within the scope of a National Implementing Evidence-Based Practices Programme [48] . − In Portugal, the first steps of case management began with the implementation of isolated programmes for early psychosis, and only recently the first publications on the use of this model in Portugal began to emerge [16] . Several models were then identified and considered as good candidates to consolidate case management in Portugal: albeit positive strengths from every model, this analysis led us to choose the IMR Model as the one to be implemented in Portugal, under the auspices of the National Coordination for Mental Health (Ministry of Health).
Conclusions
From a review of the literature, we can conclude that several dimensions contributed to the way case management was implemented in different countries and impacted different systems of care, and we learned important lessons for the implementation in Portugal. These include the influence from public and private health systems, the use of clinical or brokerage models, and the need to have the support from mental health policies and programmes, namely under a public health perspective. The IMR Model was chosen due to not only its proven effectiveness but also because it considers, in a systematic way, the challenges associated with local adaptation and implementation. This inception process, including the local adaptation methodology and the implementation plan, was developed through a National Case Management Training Programme, and will be described in detail, along with the implementation results, in another paper of this series.
